Study objective -To describe the time trends for ischaemic heart disease (IHD) mortality in Hong Kong between 1970 and 1989, and to examine these trends in relation to the risk factors for IHD. Design -A descriptive epidemiological study of time trends using mortality and population data from the Hong Kong Census and Statistics Department. Direct standardisation using the world population was made to adjust for the changing age structure. Log-linear analyses for trends were performed for the whole period and separately for 1970-79 and 1980-89. The cohort effect was studied by regrouping the data into five year groups according to the year of birth. The influences of risk factors, including hypertension, diet, and smoking, on the time trends of IHD were explored. The role of improved hospital treatment of myocardial infarction on the trends of mortality from categories of IHD was also examined. Setting -The total Hong Kong population,
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Main results -The substantial and steady decline of IHD mortality seen in most western countries in the past two decades was not observed in Hong Kong, which showed a plateau or slowly decreasing trend only in the past decade for both women and men. The decreasing trends were more apparent in the younger age groups, especially for women. Cohort analysis showed no significant cohort effect in men, but women born more recently had a lower mortality. Trends of risk factors did not show any close relationship with the mortality trends of IHD, except that a decrease in cigarette smoking might have contributed to the slight decrease in IHD mortality in recent years. Better detection and wider availability of treatment for hypertension might also have contributed to the decrease in IHD mortality. Conclusion -Hong Kong started to show a slow decline in IHD mortality during the 1980s, about one to two decades later than in other western countries and with the decreasing trend less pronounced. The reasons for this decline are not clear. More detailed information from systematic, population based surveys on life style and risk factors for IHD among the general population are needed. The reliability of studies of causes of death depends on the accuracy of death certification. In Hong Kong, because of urbanisation and the close proximity ofcommunities to hospitals, 80% of all deaths (from all causes) occurred in hospitals and 99-9% of death certificates were signed by medical practitioners.19 Population data were obtained from the censuses of 1971 and 1981, and from the bi-censuses (a small census with a sampling fraction of one in seven) of 1976 and 1986. Mid year populations for the intervening years were estimated, with additional data on births, deaths, and immigration obtained from the Registrar of Births and Deaths and from the Immigration Department. For comparing the all-ages mortality in different years, the 1960 world population" was used for standardisation using 5 year age groups and including all ages.
Log-linear analyses for trends were performed for the whole period of 1970-89 and separately for 1970-79 and 1980-89. Age and sex specific annual percentage changes (APC) were calculated. 24 The possibility of any cohort effect was analysed by regrouping the data into five year groups according to the year of birth.
Data on the prevalences and secular trends of the following coronary risk ractors: hypertension, hypercholesterolaemia, diabetes mellitus, smoking, physical inactivity, and obesity were not available, and hence proxy parameters were used. Mortality data from hypertensive diseases (ICD 401-405) and cerebrovascular diseases (ICD 430-438) for the same period were analysed. Dietary changes were estimated from local per capita consumption figures obtained from the Department of Agriculture and Fisheries (fresh food items) or calculated from the import and re-export figures from government trade statistics. Prevalences of smoking among the general population in the more recent years were obtainable from the social data collected by the General Household Survey (1982, 1983, 1984, 1986, 1988, 1990) conducted by the Census and Statistics Department.2526 A UNESCO study in Hong Kong in the early 1970s also provided data on the prevalence of smoking in 1 974.27 To assess the role of improved hospital treatment of myocardial infarction on the trends of mortality from IHD, case fatality rates during the period of study would be very helpful. Unfortunately, the information available was inadequate for calculating these rates. Comparisons were made between the numbers of patients admitted to all hospitals in Hong Kong with diagnoses of acute myocardial infarction (ICD 410) and other IHD (ICD 411-414) obtained from hospital statistics for the years 1980-8928 and the total numbers of deaths in Hong Kong as a result of the above causes during the same period.
Results
The secular trends of IHD mortality in Hong Kong showed an increase for both sexes during most of the 1970s, reached a plateau in the late 1970s, and thereafter declined gradually during the 1980s (fig 1, with mortality rates plotted semilogarithmically against the year of death). Men had higher mortality throughout this period.
The age and sex specific death rates from IHD increased with increasing age (fig 2, again plotted semilogarithmically). Men showed a higher mortality than women in all age groups, but the differences were more noticeable in younger (about three to four times) than in older (about twice) age groups.
The log-linear regression analyses of the trends for the whole period 1970-89 showed no clear trend for IHD mortality (all ages) in the men but a slight increasing trend in the women (table 1) Admission data obtained from all hospitals for the period 1980-89 (fig 6, plotted on a semilogarithmic scale) showed that there had been a steady increase in the number ofpatients admitted because of acute myocardial infarction (ICD 410), but that the overall numbers of deaths from acute myocardial infarction had been increasing at an even higher rate. For other forms of IHD (ICD 411-414), the numbers of deaths had been relatively stable but the numbers of hospital admissions had been increasing throughout the period. The sex and age distribution of IHD mortality followed the general pattern in other countries-men and older groups were more affected. The sex difference was also less pronounced in the older groups, possibly because of the loss of the protective effects of the female sex hormones after the menopause.
The secular trend for the period as a whole was not unidirectional. There was an increasing trend in the earlier 1 970s (which had continued from the 1960s) which changed to a plateau in the late 1970s. In the early 1980s, a decreasing trend started to emerge. 
The analysis of the trends for individual age groups showed that the rates of those over 70 years did not share the decline seen during the 1980s. By contrast, significantly decreasing trends were observed during this later decade in younger groups of women, with annual percentage changes of 11 1% and 4 3% for those aged 40-49 and 50-59 respectively. However, decreasing trends among the men were not evident, so that the trends for the younger age groups (40-49 and 50-59) were no better than those for the 60-69 age group. These sex differences were confirmed in the cohort analysis: the more recent birth cohorts of women showed a progressively decreasing mortality from IHD whereas no birth cohort effect was detected in men. This discrepancy between the sexes was unexpected because in many other countries a decreasing trend in IHD mortality is usually seen first in men. This finding in Hong Kong therefore raises some concern regarding future trends of IHD mortality in men.
Population-based information on the prevalence and secular trends of coronary risk factors for IHD in Hong Kong are limited, and this lack of data prevented detailed analyses of their influence on the observed difference in trends of IHD mortality by sex. Different rates of smoking between the two sexes could have contributed to the discrepancy, because the prevalence of smoking in women in given way to the "less healthy" western diet.
Nevertheless, while these trends might explain the increase in IHD mortality observed in the 1970s, they cannot explain why there has been a decrease since early 1980s.
Cigarette consumption in the population fluctuated throughout the years, but a more stable decreasing trend was observed between 1978 and 1986. This change preceded the decrease in IHD mortality observed in men in the 1980s. If the decline in cigarette consumption had contributed substantially to the decline in the IHD mortality, the IHD mortality should rise again in the near future because of increasing cigarette consumption after 1986.
Data on the prevalence of daily smokers collected in the last decade showed a continuous decrease in the middle and older age groups, which might have contributed to the decreasing trends ofIHD. Unfortunately, similar data were incomplete for the earlier periods so that the influence of the prevalence of daily smokers could not be adequately assessed. The increasing prevalence of smokers among the younger age groups in the more recent years should raise some concern about its impact on IHD mortality in the future.
While the decrease in mortality from hypertensive disease did not necessarily indicate a decrease in the prevalence of hypertension in the population, it was at least consistent with a more effective control of the disease in the more recent decades. Cerebrovascular diseases share some of the common risk factors with IHD, and a decrease in the mortality from the former might also indicate a decrease in the associated risk factors, although better medical treatment could also explain the decrease. Thus, although no data were available specifically on the prevalences and trends of hypertension and diabetes mellitus in the general population, earlier detection and better treatment of these diseases in the recent years, as a result of better awareness and the wider availability of affordable medical treatment, might have contributed to the decrease of IHD mortality.
Data obtained from the hospitals did not support the hypothesis that advances in the treatment of acute myocardial infarction might have contributed to the decrease in mortality even if the incidence of myocardial infarction remained constant or increased because the higher number of admissions was not accompanied by a decrease in the number of deaths. With better and more widespread awareness of the symptoms of a heart attack and the improvements in transport within the territory in recent years, it would be logical to assume that a higher proportion of patients with heart attacks would be admitted into hos- 
